The purpose of this study was to characterize the causes of pregnancy-related and pregnancy-associated maternal deaths at a large safety-net hospital from 1949 -2017 STUDY DESIGN: Death summaries, autopsy reports and previously collected data were reviewed for maternal deaths for time intervals spanning from January 1949 through December 2017. The intervals assessed were 1949-1971 (Interval 1) and 1972-2017. The causes and incidence of pregnancy-related and pregnancyassociated deaths were ascertained and specified as: hemorrhage, cardiovascular disease, cardiomyopathy, hypertensive disorders of pregnancy, other medical non-cardiovascular disease, infection/ sepsis, accidental, homicide and suicide. Chi-square and Fisher exact test were used to test the relationship between time intervals and causes of death. RESULTS: The leading cause of pregnancy-related deaths in interval 1 was infection/sepsis, accounting for 27%. The leading cause of pregnancy-related death in interval 2 was hypertensive disorders of pregnancy, accounting for 23% of pregnancy-related deaths. The percentage of pregnancy-related deaths due to infection/sepsis dropped significantly (p < .001) between the time intervals from 27% to 7%. The leading cause of pregnancy-associated deaths in interval 1 was accidental deaths, accounting for 21% of deaths, and was homicide during interval 2, accounting for 28% of pregnancyassociated deaths. The percentage of pregnancy-associated deaths due to homicide increased significantly (p < .05) between the time intervals from 9% to 28%. CONCLUSION: Over time, there has been a decrease in pregnancyrelated deaths due to infectious causes, and an increase in pregnancy-associated deaths due to homicides at our hospital. The increase in deaths from homicide highlights the importance of screening for domestic violence and promoting public health initiatives to improve safety. The decrease in deaths due to infections points to successful intervention and subsequent reduction of a major contributor to maternal mortality. Since 1972, the leading cause of pregnancy-related deaths in our hospital is hypertensive disorders of pregnancy. This warrants further investigation and implementation of effective protocols to prevent maternal deaths related to hypertensive disorders of pregnancy.
249 Quality improvement initiative to reduce time from regional anesthesia placement-to-delivery for cesarean delivery Chasey I. Omere, Mauricio La Rosa, Camille Webb, Brett Goldman, Rachel Laird, Mary Munn, George Saade, Gayle Olson University of Texas Medical Branch at Galveston, Galveston, TX OBJECTIVE: Longer time from placement of regional anesthesia to cesarean delivery increases the exposure of the fetus to the risk of hypotension. Our objective was to evaluate the impact of a quality improvement (QI) initiative on the regional anesthesia-to-delivery time for cesarean delivery (CD). STUDY DESIGN: We performed a quality improvement trial. Before June 18 th , 2018, the preoperative protocol was as follows: the Anesthesiologist administered regional anesthesia in the operating room then the nurse placed the Foley catheter, clipped pubic hair, pre-cleaned the abdomen and finally performed sterile Chlorhexidine abdominal preparation. On June 18th, 2018, the protocol changed and all the pre-operative preparation (Foley, clip and preclean) were performed prior to the arrival in the operating room. The records of patients who underwent scheduled or non-emergency CD between May 1, and July 15, 2018 were reviewed. Our primary outcome was the time between regional anesthesia placement to delivery of the fetus. Our secondary outcomes included anesthesia-to-abdominal preparation, anesthesiaeto-skin incision, and anesthesia-to-skin closure times. Assuming a regional anesthesia-to-delivery time of 30 +/-5 minutes in the control group, and a decrease of 10% with the new protocol, with alpha of 0.05 and 90% power, at least 58 patients were needed in each period. Bivariate and multivariable analyses were performed (significance: p < 0.05). RESULTS: One hundred and ninety-four patients were included, 124 before and 70 after the process change. There were no differences in the baseline characteristics (Table 1 ). The change lead to a significant reduction in anesthesia-to-delivery time, even after adjusting for number of prior CD and BMI. Other times were also significantly impacted by the change (Table 2) . CONCLUSION: Our QI initiative significantly decreased the time from anesthesia placement to delivery of the fetus. Additional studies are needed to determine whether this is associated with improvement in perinatal outcomes. OBJECTIVE: After a vaginal delivery, it is estimated that 31% of patients receive narcotics. Nearly 12% of patients go home with an outpatient prescription. We sought to decrease postpartum use of opioids after uncomplicated vaginal deliveries. STUDY DESIGN: This is a prospective observational patient safety initiative conducted at a large academic hospital to decrease the unnecessary use of opioids in women after uncomplicated vaginal delivery. Uncomplicated vaginal deliveries were defined as those without: 3rd or 4th degree perineal laceration, shoulder dystocia, operative vaginal delivery, postpartum tubal ligation/curettage/hysterectomy. The study was comprised of 2 different phases: 1) reduction of inpatient narcotic administration; and 2) reduction of narcotic prescriptions provided at discharge. The 1st phase involved Poster Session I ajog.org S180 American Journal of Obstetrics & Gynecology Supplement to JANUARY 2019
